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THE QI]EST FOR HOUSING
HOIJSING FOR PEOPLE WITH MENTAL ILLNESS
LESLIE. MOORE
2004
What are the factors that affect the ability of a person with serious and persistent
mental illness to maintain stable housing?
People with serious and persistent mental illness face many challenges to find and/or
maintain stable housing. Interviews were conducted with 12 individuals with serious and
persistent mental illness. Structured individual interviews concentrated on each
participant's ability to find housing, how the participant found current and past housing
(past two years), if he or she was assisted in the process, and identified any difficulties
encountered while seeking housing. A second aspect of the study focused on the
challenges each individual faced to maintain housing for 6 months to two years. The
results found individuals with mental illness were often very challenged by a search for
housing because of their illness and the ongoing need for services connected with their
housing choice. The individuals who had personal care or medication management
services along with their housing choices were more successful in maintaining
independent housing. Most of the participants wanted to live in independent housing.
Many of the individuals wanted to pair services with housing to make it easier for
individuals who choose independent living to get those services. Recommendations
include individualized supportive housing services, development of more choices in
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Introduction
"Everyone needs a place to call home. For people with serious mental illnesses,
housing is especially critical. Without stable housing, their ability to benefit from
treatment is severely compromised. And without mental health treatment and related
support services, it is difficult for them to remain in permanent housing" [Technical
Assistance Collaborative (TAC), 7994, p. 1]. The shortage of housing for people with
serious mental illness is one of the most pressing issues facing this population today.
Lack of a place to live often leads to difficulties in most other areas of a person's life.
This is one of the most basic human needs any person has - a place to live.
Whether or not a person likes where he or she is living plays a large role in how
long that individual remains in that place. If a residence has inadequacies, people are not
likely to stay in that place. Many people who have mental illness are not able to afford to
live in market rate housing because they have little or no income. Some are not able to
work to support themselves and are supported by govemmental disability benefits or
family members. The only housing they can afford is subsidized by county or state
funds. Most of the housing available to individuals with serious mental illness is located
within large cities and often in low-income areas. Sometimes these buildings can be
targets for many types of criminal activity and the tenants are vulnerable to exploitation
from others. An individual with a serious mental illness is especially vulnerable to
exploitation due to their illness. They are often very easily taken advantage of and
targeted by individuals who perpetrate crime and prey upon disadvantaged individuals.
6
People with mental illness are often at risk of losing community tenure due to the
instability of their illness and the symptoms that accompany this illness. They often lack
the social supports of friends and family due to their symptomatology and progression of
their illness. They may have difficulty maintaining their household or even getting out of
bed at times either due to the illness or the medications prescribed to them for the
treatment of the illness. Finances are often difficult to manage by these individuals and
bills may go unpaid or spent on things other than basic needs.
Chapter One
Statement of the Problem
"Homeless people with alcohol, d-9, and/or mental disorders are particularly
disfranchised. They are often excluded from programs that assist homeless people
because of theirmental illness or substance use and from mental health programs because
of their homelessness." (Baumohl,1996,p.76). People who have mental illness have
an increased likelihood they are or will become homeless during their lifetime. Most of
these individuals will have a very difficult time finding and/or maintaining permanent
housing.
Research Question
The question this research focused on was what are the factors affecting the
abilities of individuals with serious and persistent mental illness (SPMI) to find and
maintain stable housing? This is exploratory research and defines both mental illness
and homelessness. It will identify some of the causes of homelessness in people who are
mentally ill, barriers to stable housing as identified in the literature, legislation and
programming proposed and implemented to assist this population, and gaps in the current
literature. This study fruther identifies the barriers preventing individuals with SPMI
from maintaining stable housing from their own self report.
B
Chapter Two - Literature Review
Definition of Serious and Persistent Mental Illness (SPMI)
Mental illness is a condition that specifically affects an individual's brain
functioning but more than this it affects a person's ability to live their life. "A distinct
characteristic of mental illness is its unpredictability; symptoms may abate for awhile
only to return...Those with serious mental illnesses may need help managing their
everyday affairs and meeting the responsibilities of their various roles (e.g. tenant,
employee, friend)". . . (Lezak and Edgar, 1998, p.5). There is a great range of illnesses
which fall underthe general category of mental illness.
The Diaexosti C and Statistical Manual of Mental Disorders. Fourth Edition
(DSM-IV), has over fifty classifications of illness identified and defined. Some of the
categories included are: chemical use/abuse, mental retardation, dementia, amnestic
disorders, andmental illness. Much of the DSM-IV is dedicated to mental illness and
what the signs and syrnptoms are of these disorders including how these affect a person's
ability to function in their daily life. Medical doctors have specific tools used to diagnose
and treat biological disease. Often when an individual is diagnosed with a biologically
based disease, there is a clear diagnosis and treatment. The individual will be given
medication, have surgery or some type of acute treatment to resolve the disease. With
some exceptions, the disease does not affect the individual's life functioning capacity.
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The DSM-IV is a tool used by mental health professionals only to diagnose
mental illness. This tool does have its drawbacks, however. Many of the definitions of
disorders speak about a history of the patient's functioning. For example, here is the
definition of schizophrenia, ". . .is a disturbance that lasts for at least six months and
includes at least one month of active-phase symptoms..."(p. 273). One great difficultyin
the diagnosis of mental illness is how the patient presents to the practitioner and how
familiar the practitioner is with the patient. Many of the diagnoses require a history of
non-functioning or presentation of symptoms. If the practitioner is not familiar with the
patient, the diagnosis may take some time to become clear.
Additionally, the individual with mental illness often has periods of time where
the illness is stable or managed by medication but then illness may once again cause great
distress in his or her life. The patient's symptoms may look different on different days
and to different people. ".. .For some people with a mental illness, stressful or
unpredictable situations bring on arecurrence of symptoms" (Lezak & Edgffi,\998, p. 5).
For a person to have serious and persistent mental illness, the person must have a
documented pattern of the disease over a period of time. The Minnesota Comprehensive
Mental Health Act offers a definition of serious and persistent mental illness:
"A person with serious and persistent mental illness means an adult who has a mental
illness and ...has undergone fwo or more episodes of inpatient care for a mental illness
within the preceding 24 months, has a diagnosis of schizophrenia, bipolar disorder, [or]
major depression,..[has a] significant impairment in functioning and has a written
opinion from a mental health professional...stating the adult is reasonably likely to have
futtrre episodes requiring inpatient or residential treatment..,"(MN Statute, Ch.245, page
1 5).
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This definition is used by the State of Minnesota to determine whether or not an
individual will qualify for mental health services to be paid for by the state. If a person
does not meet the criteria he or she will not be able to access the state services until they
are able to meet these criteria. Often, as in the case of Hennepin County, services are set
up and paid for by the County until the person is able to qualify for disability services
from the state or Federal government.
The definition of mental illness is an easier concept to define. Most of the
literature agrees people who are mentally ill include those individuals who are diagnosed
with major depression, see visions, hear voices, or feel they have special powers (as in
schizophrenia) (Jencks, 1994). Gerald Grob (1995) further defines people who have
mental illness as those individuals who have severe mental illness which include
diagnosed and chronic disorders (i.e. schizophrenia, major depressive disorder, bipolar
disorder and a variety of personality disorders).
Most of the literature defined SPMI as one that is defined in the Diaqnostic and
Statistical Manual Mental Disorders (DSM-IV) (American Psychiatric Association,
2000). Many of the studies limited their research to specific categories of mental illness.
Three studies used the diagnoses of schizophrenia or schizo-affective disorder (Caton,
Shrout, Boanerges, Eagle, Opler, & Cournos,1995; Drake, Wallach, & Hoffinan, 1989;
Korr & Joseph, 1995). Other literature included primary diagnoses of schizophrenia,
schizo-affective disorder, bipolar disorder, and personality disorder, etc. (Sommers et al.,




Homelessness is a very difficult concept to define. The Stewart B. McKinney Act
of 1987 defines it as "an individual who lacks a fixed, regular, and adequate nighttime
residence" and "an individual who has a primary nighttime residence that is a supervised
publicly or privately operated shelter designed to provide temporary living
accommodations..." Martha Burt (Baumohl, 1996, p. 102) indicates that the definition of
the term "homelessness" is usually determined by how the researcher wants to use the
information. She offers examples of nine different types of people who are homeless and
then asks which of these should be included in the general definition.
E,stimating the number of people who are currently homeless is a task that
depends almost solely on how the term is defined (Allen, Calsyn, Kenny, & Morse,
1994). If you do not have an adequate definition of homelessness you will notbe able to
determine how or where to find those individuals to count. The Congressional Ouarterl]r
(CQ) BeseAJcher (1996) offers, "Since homelessness emerged as a national problem in
the early 1980's experts have been unable to agree on how manyhomeless people there
are.. . . Lack of consensus on this basic policy issue is understandable; individuals
without a perrnanent address are hard to find" (p. 76).
Phelan and Link (1999), estimated the homeless population, "between 12 and 13.5
million adult Americans have been literally homeless at some time and that 5.7 million
were homeless between 1985 - 1990" (p. 1335). They further stated that in 1995, three-
fourths of the homeless population were men and half to two thirds belonged to minority
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groups (I). 1336). The researchers found that one fourth of individuals who were
homeless also had a SPMI- Another study states there are betw een 25 - 4Aoh of
individuals who are homeless have SPMI (Morse, Calsyn, Allen, & Kenny, 1994).
The Wilder Research Center conducts a regular study counting the homeless
population in the state of Minnesota. The most recent report was completed in 2003.
They found 7811 people to be homeless on the nights they completed the study. Of these
individuals,3090 were in Hennepin County. This is the largest concentration of homeless
individuals in Minnesota. The combined total of individuals who were homeless in the
other six Metro area counties was 2082 with Ramsey County being the second. largest.
Of these,707l were male, 852 were female and 1160 were children under 18 years of
age. Of these individuals 47o/o reported they had a mental illness. This compares to 20%
in 1994. Twenty f,tve percent of these individuals reported they had a substance abuse
problem. The top two reasons the study participants gave for their homelessness was
lack of affordable housing (64%) and not being able to find employm ent (47'/o) in
Minnesota.
Background and History
During the Great Depression homelessness was of national concern. Charitable
organrzations and church-based relief groups organized and addressed the situation by
setting up soup kitchens, clothing drives and temporary shelters. The Federal Emergency
Relief Act was enacted to provide much needed assistance for those in need.
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Homelessness continued to be an issue but was not considered a national emergency in
the subsequent years after the Great Depression (Congressional Quafie ,
l ee6).
In 1963, the Community Health Centers Act was signed into law by President
John F. Kennedy. This Act mandated deinstitutionalization of over 400,000 people who
were mentally ill. In the early 1970's the deinstitutionalization of individuals with
mental illness began. The large hospitals and asylums were deemed no longer necessary
and advocates for people with mental illness felt they should be living in lesser restrictive
environments (Grob, 1 995).
Advocates for individuals with mental illness failed to consider all the
consequences of deinstitutionalization. "The original institutions were destroyed. ..a
degenerate liberalism which glorified individual freedom while forgetting that liberty
presupposes the ability and willingness to take responsibility for managing one's own
life. Closing asylums, more than any other factor caused the current rash of
homelessness" (Mclean , 1999, p. 32).
After people with mental illness were discharged from institutions, they were
often not able to take care of themselves or maintain a stable place to live. Many of these
individuals had lived in institutions for a majority of their lives. They did not yet have
the skills or abilities to live independently in community settings (Grob, 1995). Because
l4
of deinstitutionalization the number of people who were homeless increased significantly
during the 1970's and 1980's (Coneressional Quarterly Researcher,lgg6; Grob, 1995).
Many of the individuals affected after deinstitutionalization suffered after being
"disaffiliated from other people and social institutions" (Drake, Wallach, & Hoffinan,
1989, p. 46). They fuither state that "homelessness was strongly associated with abuse of
alcohol and street drugs, treatment noncompliance, and a variety of psychosocial
problems and psychiatric symptoms" (p. 46).
Some individuals were misplaced when they were discharged from long term
institutions. Sommers and colleagues (1988) researched ten different studies on the
appropriateness of care for individuals with SPMI and found that many individuals were
discharged to residential options which were too intensive according to each person's
needs. This research further found people were placed in inappropriate settings because
of a lack of available community resources including home carq congregate living
sifuations, etc.
Schumsky (1998) raises the issue of deindustrialization of the 1960's and 1970's
as another explanation for the significant increase in homelessness among individuals
who are mentally ill. Manufacturing industries were on the decline and were increasingty
computenzed and mechanized thus reducing the number of blue collar jobs and well-paid
employment for unskilled labor. The service industry began to grow along with the need
for low paying clerical, sales and restaurant jobs. People who are seriously and
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persistently mentally ill are frequently those who qualify for these chronically low-
payrng, unskilled labor positions. Often the individuals who work in these jobs are
unable to afford housing due to the low salaries they receive.
In 1987, the McKinney Homeless Assistance Act enacted fifteen new federal
programs in addition to amending seven existing programs (Baumohl, 1996). Several
programs were specifically targeted toward individuals with mental illness. A block grant
program was initiated to provide community mental health programs to people with
mental illness. The act authorized two demonstration programs to provide mental health
and chemical dependency treatment services to homeless persons (McKinney Homeless
Assistance Act, 1987; National Coalition for the Homeless, 2000).
A 1990 amendment to the McKinney Act created a new program for individuals
who are homeless and mentally ill. The Shelter Plus Care program was created to offer
housing assistance specifically to people with mental illnesses and other disabilities
including AIDS (Walker, 1990). In 1992, another program called "Access to
Community Care and Effective Services and Support (ACCESS) was designed to fund
projects that integrate services for severely mentally ill people " (National Coalition for
the Homeless, 2000, p. 3).
Causes of Homelessness in People with Mental Illness
People who have mental illness often have difficulty finding and maintaining
community housing for an extended period of time (Grob, 1995; Morse et a1.,, 1994).
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Individuals with severe mental illness have very low incomes due to an inability to
sustain employment or are working in low-paying positions, and are often on public
assistance, because of their disability, such as Social Security, Supplemental Security
Income or General Assistance. Many have difficulty accessing services for community
housing, limited ability to communicate with landlords on their behalf and are often
forced from their current living situation due to factors that are often beyond their
control.
In the State of Minnesota, people who are suspected of being mentally ill and
possibly a danger to themselves or others may be hospitalized for up to 72 hours. This
hold would be implemented by a medical doctor who then asks a county agency to
independently evaluate the individual's ability to care for him or herself, that person's
level of danger to self or others, or inability to care for him or herself. The person would
remain on the hold awaiting a screening process for commitment. lndividuals on a hold
cannot leave the hospital or treatment facility where they were put on the hold. If this
happens at the end or the beginning of the month, the person will be unable to leave the
hospital to pay his or her rent for the month. The person may be asked to leave his or her
current housing. Sometimes prior to the person being asked to leave their residence court
eviction proceedings may be initiated. If the court action is against the tenant, the tenant
may have an unlawful detainer on his or her record. This leads to great difficulty finding
any landlord who will rent to him or her (Dayson, Gooch, & Thornicroft, 1992).
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Losing housing often leads to an individual staying in a homeless shelter. Derrnis
Culhane's study on shelter reform states, "the number of shelters increased by 190
percent nationally between 1984 - 1988. . .In Philadelphia alone the shelter system grew
by 2,000 percent" (1992, p. a30). By 1990, funding began to decrease for all programs
nationally. Many shelters cut their bed space and implemented strict admission criteria
thus reducing the number of individuals who would be able to access the homeless
shelters. The most stringent admission criterion in most shelters was that each person
must be sober to be admitted for the night (Hirsch, 1990).
Often, people who have a mental illness also have comorbid symptoms of
chemical dependency. People who have mental illness often go off the medications they
take to control symptoms of their illness. This occurs at times when the individual has a
period of stability on the medications and begins to feel better. They often mistakenly
attribute their stability to "getting over their illness" as though mental illness were like a
common cold" After the medications have been stopped, the symptoms re-occur and
they begin to use alcohol or illegal street drugs to control the symptoms (Howd, 1998).
These people are often vulnerable to the suggestion of others to use drugs and know that
selling drugs is a quick way to make a lot of money. This further reduces the chances of
an individual being able to find shelter. Many individuals who are chemically dependent
must go through treatment for addiction more than five times before they are able to
control their chemical dependency (Baumohl, 1996; Jencks, I9g4).
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Not only were the individuals who were released from hospitals seeking places to
live, but youngpeople who had justbegunto show signs of mental illness had nowhere to
go once they became of age. These individuals left their family homes after age 18 and
because of the process of de-institutionalization had no place to live (Howd, 1998).
Gerald Grob speaks specifically about the dilemma of young adult chronic patients.
"Young chronically mentally ill persons were rarely confined for long periods of
time. ..within mental hospitals. .. .The young mentally ill exhibited aggressiveness and
volatility and were noncompliant. . ..Above all they lacked functional and adaptive
skills" (1995, p. 53).
The relationship between these individuals and greater society was tenuous.
Often the 'NIMBY" reaction (Not In My Back Yard) (Worsnop, 1996) forced the
relocation of shelters to the often unsafe very inner city, downtown locations. A national
poll conducted by the National Law Center on Homelessness in 1996 concluded that "the
prevalence of NIMBY reactions to housing and services for homeless people indicates
that many localities might be more interested in moving homeless people than in
eradicating homelessness" ,1996,p. 75).
Recommended Communify Supports and Options
Much of the literature identified areas which may increase the ability of
individuals with SPMI to have a better chance to maintain stahle housing. A strong
social network for individuals was a corrunon theme. Caton and colleagues suggest
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individuals who have either family, friends or advocates within their support system are
more likely to have greater success in maintaining stable housing (1995). Another
support that maybe initiated for an individual would be the assistance of a cofirmunity
support worker or case manager. An intensive case managernent approach was suggested
by Korr and Joseph (1995). This research found community case managers working with
individuals had more sucsess if the individuals were recruited into the program while
they were hospitaltzed or immediately after hospitalization. This research also indicated
that outreach street workers achieved success with homeless individuals, but it took much
more time to establish a relationship with the individual.
A continuum of residential and treatment services for individuals was proposed in
some of the literature (Lipton, Nutt, & Sabatini, 1988). They further speculate that an
individual will stay in a placement longer if they are satisfled with their living situation
and are able to provide some input into their care including" a sense of decency, security
and dignity" (1988, p. 45).
For people with mental illness, maintaining stable housing is a very difficult task.
They often need a lot of support to stay in housing within the community. Geiz (2003)
states individuals with mental illness average at least two community placements before
they will become stable in the cornmunity and maintain tenure in that community for at
least two years or more. This study also found the aesthetics of the buildings combined
with the amenities of each building had a lot to do with how long an individual stayed in
that building. Another indicator found in the study was the location of the building. The
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individuals in buildings outside the inner city in non-crime areas housed individuals with
mental illness for a longer period of time and also contributed positively to the stability of
each resident's mental health.
An individual's access to services will often determine how successful he or she
will be in using services. Rosenheck and colleagues (1998) suggests, "At the
interorganizational or service system level, it is believed that service delivery can be
improved by strengthening or centralizing relationships between agencies to foster
cooperation and cornmunication. This research shows that if there is soordination of
services for an individual the person will be better served in a more efficient manner" (p.
1610). They further state that the person will have a better outcome in service delivery
and client satisfaction if they are treated in a more integrated system.
Stable housing is often very difficult for individuals to find. Housing specialists
or other intensive support services are very important to assist individuals to find
appropriate housing. "The provision of supportive service emerged as the most powerful
mediating variable related to helping .. .people with mental illness to maintain stable
housing (Morse,Calsyn, Allen, & Kenny,7994,p.67l). This report goes onto state that
if the individual served had a good relationship with his or her supportive services
workers, there was a positive effect on both stable housing and stable mental health (p.
672).
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Hennepin County completed a study in November 2001 to identify the barriers
their clients faced when attempting to find housing (Hennepin County, 2001). This study
involved 3200 clients with various disabilities. The study found most of the clients faced
at least one barrier that could prevent a landlord from renting to him or her. Another
study result showed that a significant number of clients were able to be kept in their
current housing situation if their social worker/case man agerdid more to prevent housing
from being lost. These interventions included having discussions and developing
stability plans with the landlords, assisting individuals to clear negative aspects of credit
reports and referrals to credit counselors to get out of debt, and offering monetary
assistance in crisis situations to preserve housing. Along with the above supports, the
literature reviewed suggested that people needed to be placed in the least restrictive
environment. L:dividuals must not be placed in situations where he or she is receiving
too much care or too little care. (Sommers et al., 1988).
Another theme in the literature (Carling, 1990) includes a focus not only on the
availability of housing, but the quality of housing. If there is not enough housing or the
options for individuals are of poor quality, this increases the time individuals with SPMI
are in the hospital after a psychotic break. Carling also posits the current problems with
housing relate more to economic and social factors such as poverty, affordable housing
and discrimination than to the individual's mental illness.
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Gaps in Research
The basic research on homeless people who have mental illness appears to
be very extensive- There were, however, some gaps in this research. One of the gaps
related to services offered to individuals when they are in need of short-term or
emergency hospitalization. Most of the research found focused on keeping individuals
stahle in the conlmunity and not needing hospitalization. Certainly prevention is a noble
goal and the research indicates the costs involved with prevention are significantly lower
than emergency hospitalization.
In my work with individuals with mental illness, there are always times when an
individual may need emergency mental health services. Much of the research refers to
the high cost of accessing short-tefin or emergency hospitalization but not on any type of
alternative treatments to avoid these expenses. I also found no studies on different tlpes
of emergency treatment or crisis response to individuals who may be experiencing a
period of destabilization of their mental health.
There was also very little research on participant choice in housing. One study
discussed higher participant success rates in maintaining independent housing if they
have been given a choice in the types of housing, where the housing is located, and the
amenities provided (Geiz, 2003). This was the only study like this found in the literature
review. This study found significantly higher rates of satisfaction when the individuals
chose the housing. This needs to be more thoroughly researched.
a\ 'l
The study on moderation of program effects by Allen, Calsyn, Kenny, and Morse
(1994) alludes to the need for case managers or others to monitor individuals who have
mental illness in the community. There is some research on intensive case management
and how this affects the coilrmunity tenure of individuals. A gap in the research was any
research specifically on homeless women who are mentally i1l. Much of the research on
women who are homeless include children but not usually single homeless women.
There must be women who are homeless and don't have children. Much of the research
focuses on men who are homeless probably because they are the largest majority of the
current homeless population and may be more accessible due to their numbers. Most of
the polling and survey data suggest that there are homeless women without children but
very little research has been conducted in this area.
Conclusion
The continuation of services to assist individuals who are seriously and
persistently mentally ill is in great demand, The literature in this area of research is
extensive and far reaching. Individuals with SPMI are faced with many barriers in their
lives. These barriers affect each person's ability to not only find and maintain stable
housing but to live their lives to the fullest. Each individual who experiences difficulty in




The theoretical framework that best applies to this researsh is general systems
theory. Individuals who have chronic mental illness function as a "person in the
situation" and all systems function as an "interrelated whole" (Compton & Gal away,
1999). There are many different systems in aperson's life. The systems maybe subsets
of one anotheror a "nested system" (p.28). For an individual with mental illness, each
person may see a mental health professional. The practitioner the person sees may be
part of the team of individuals who assist the person. This team may be assisting the
individual with a variety of areas of the person's life: housing, social support, medication
management, etc. The team assisting the individual is doing so as a sub-system within a
larger system which includes the individual's culture, values, family involvement, goals,
etc.
People with chronic mental illness are in contact with various systems on any
given day. They interface with the mental health system, the housing delivery system,
the case management system, the economic assistance system, the medical assistance, the
Social Security system or other tlpe of insurance system, etc. There are so many systems
in a person's life it would be difficult to generalize one individual's interface with
systems to a general population. Each person's experience with his or her own set of
systems is truIy unique. The set of systems in each person's life creates the uniqueness of
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that person's life and experiences. This is how the "person in the situation" is defined
(Comptotr, & Galaway, 1999).
A nested system is one where each system relates to another in some way.
Compton and Galaway (1999) state, "the person is embedded within a hierarchical
arrangernent of systems; each system is a part of a larger whole and is also a
suprasystem. .." (p. 30). The different systems in a person's life are all affected by one
another. If there is a change in one system in a person's life, this will affect all the other
systems in that person's life in some way. These changes will be either negative or
positive.
Systems are either closed or open. A closed system is one that does not interact
with any other system and does not accept input or offer output nor does it incorporate
external ideas into the system (Compton & Galaway, 1999; Furr, 1997). An open system
is constantly in contact with the external environment incorporating new ideas and
reacting and changing as the environment changes. The concept of housing is both an
open and a closed system. On the macro level, it is an open system in that there are many
different types of housing available to individuals with SPMI. The system has changed
and adapted based on the housing needs of individuals over the past 20 years. There are
far more options now than there have been in the past.
The housing delivery system, for individuals with mental illness in Minnesota, is
a closed system on the micro level. There are rigid admission and discharge criteria for
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each type of housing. The director of the program or the admission coordinator is
responsible for administering the criteria and deciding who can access the services and
who cannot. The criteria are usually set and can:rot change to suit individualizedneeds.
The ecosystem approach, a subset of systems theory, explains the relationship
between the person and the situation or the environment and the interaction of the two.
The lives of individuals with SPMI are impacted on a dailybasis bytheir choices about
housing. Their ability to maintain housing depends on the person's mental health, their
behavior, economic factors, employment, spirituality and their social contacts or network.
If any one of these subsystems of a person's life is not at equilibrium, it will affect the
other subsystems or the macro system itself. Equilibrium is defined as a "steady state"
(Compton & Galaway, 1999, p. 3l) or in balance. Eachpart of the system changes as the
other does. Systems want to maintain equilibrium and will change or adapt as they can to
assure the equilibrium is maintained.
The systems each person experiences are in a constant state of change and are
dynamic. The systems are changing almost constantly in response to both internal and
external factors. The systems change attempting to move to a steady state of equilibrium
(Compton & Galaway, 1999). Individuals who experience difficulty with housing will
have the systems in their lives disrupted on many levels. If the individual does not have a
place to live, he or she will also have difficulty accessing employment, food, clothing and
many other basic needs. The individual cannot maintain the equilibrium in all the
27
systems of his or her life. The person's energy will be so focused on achieving basic
needs that many of the other systems in his or her life will be negatively affected.
Systems theory describes the way a person's life is organized and describes the
relationship between a person and his or her environment (with individuals, groups and
organizations). The person is never acting alone but rather within the context of the





The question this research focused on was, What are the factors affecting the
ability of individuals with serious and persistent mental illness (SPMD to find and
maintain stable housing? Whether their housing is in an apartment where they live
independently, in a board and care facility or group home where staffing is available to
assist them 24 hours a day, research shows that individuals with SPMI encounter many
barriers in their quesf to maintain stable housing.
Research Design
Through direct interview of study participants, the researcher attempted to
understand the barriers each participant had individually encountered within the past
three years in their quest to find and maintain stable housing. The researcher used a
small sample to establish personal contact with each participant and attempt to truly
understand each participant's experience. Preliminary themes in the existing literature
were identified, but the acfual results and conclusions were gleaned from the interviews
of the study subjects. Content analysis was used after collecting the data to identify
themes that emerged from the research.
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The study involved a sample of twelve subjects. Individual interviews were
conducted with each study participant addressing the questions outlined on the interview
questionnaire. Some of the questions had additional probe questions identified to
establish rapport, and offer clarification of questions as needed (see appendix A). A
cofirmunity drop-in center for people with mental illness gave consent to be used as the
study site. This center is a place where individuals with serious and persistent mental
illness gather to participate in social activities, seek supportive services, look for housing,
access case management services and attend classes for education and vocational
rehabilitation.
A flyer was designed and posted at the center advising members of the drop-in
center of the study and need for participants. Interested participants were asked to call
the researcher at a designated phone number if interested in participating in the study.
The flyer stated there was a gift of $10.00 given to each participant, but that only a
limited number of respondents will actually be interviewed (n : 12). The drop-in staff
was sent a copy of the invitation so they knew about the study and could answer potential
questions and direct participants to call the researcher.
Once a potential respondent expressed an interest, the researcher contacted each
participant and set up interviews at the drop-in center" Prior to completing each
interview, the researcher gave the participant $10.00 and then explained the consent form
in full detail. Each participant was asked to sign the consent form but given another
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opportunity to again decline to participate in the research. All 12 participants agreed to
complete the interview
Each participant was asked the same complement of questions (listed on the
interview questionnaire - Appendix A). These questions included the identified probes
for each question as needed. Each participant's answers were recorded by the interviewer
as notes. The interview notes were later transcribed to translate the results into data.
Themes from the interviews were identified, categorized and analyzed. Key concepts
were identified and compared with the themes the literature identified.
Concepts
The following are some concepts identified as part of the research. These
concepts need defining to assure understanding of the results of the study and to be able
to compare them to other research. Serious and persistent mental illness (SPMI) will be
defined by the American Psychiatric Association's Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition (DSM fV). For the purposes of this study, the
participants had one of the following diagnoses: schizophrenia, schizoaffective disorder,
and bipolar disorder, andlor major depression. The study participants were asked to self-
report whether or not they have a mental illness. It was not required for the researcher to
verify the diagnosis of the subjects with the respondent's medical doctor.
Another concept in this study is that of stable housing. This was defined as living
continuously at a residence for at least 6 months within the past five years. There are
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many different options for housing in Hennepin County. The subject may live in a family
home, own a home, or live in an apartment. The person may be living alone or with a
roommate. He or she may live in a board and lodge facility. This is a house where the
individual pays a monthly rent and in return gets a room, often with a rooflrmate, and also
gets three meals per day. There may or may not be staff available to help the individual
if needed. In Hennepin County, there are three different levels of this tlpe of facility.
Levels II, ilI or fV. The individuals in these facilities may or may not have SPMI. As
the level goes up, so does the amount of supervision each person receives from the staff
in the facility. For example, a person in a level II facility will only have staff available to
make three meals per day for him or her. A person living in a level [V board and lodge
will have staff available to assist in making medical appointments, support and assistance
when needed in addition to making meals.
Another option for an individual with serious and persistent mental illness (SPMD
is a board and care. This is a facility where the person lives, may or may not have a
roommate, receives three meals per day and has staffing available to assist with
medication administration and any other needs the individual has. There are also
orgarized activities for the individuals in the facility to participate in usually organized
by staff working in the home. These activities are either within the facility or in the
community. This type of facility works only with individuals who have SPMI.
The final residential option is a Rule 36 facility. This is a group home where
there is staff available to assist the person with all his or her needs including medication
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administration, individual counseling, transportation, community access and integration,
information and referrals, and coordination with case manager or other interested
individuals.
Measurement
This research was conducted using nonprobability sampling. The specific type of
sampling is purposive sampling because it allows the researcher to select a sample that
will represent a "fairly representative portrayal of the phenomenon [the researcher is]
studying" (Rubin & Babbie, 1997, p. 385). By targeting thepopulation at a community
support program for people with SPMI, the researcher knew the participants all had SPMI
and it was assumed there is a high likelihood the participants had difficulty maintaining
housing.
The researcher took steps to avoid measurement error. To avoid systematic error,
the interview schedule was prepared carefully to avoid biases. The questions were
constructed so that they were clear, used simple language, and measured data directly
related to the research question. There is a possibility there may be a social desirability
bias as part of the structured interview. The interview schedule was given to other social
work students, the thesis advisor, and the Augsburg Institutional Review Board to gain
feedback and suggestions for improvement of the tool to reduce measurement error. The
interview schedule was pre-tested on an individual who had similar characteristics as the
study population. This individual was able to give feedback to make two of the questions
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more clear. To avoid random error, the interviews were conducted only by the researcher
in an attempt to assure data is consistent among the respondents.
The questions were asked of each individual exactly as they were worded on the
questionnaire. The probes were only used if the answer to the question was not clear or if
the answer did not contain enough information for the research. The researcher
attempted to have a neutral affect and posture throughout each interview and did not
solicit additional information from any participant. Each participant was informed the
researcher would be recording their answers on the interview questionnaire.
The strength of this study is the validity. This study, using both open-ended and
closed-ended questions, involved direct interviews with the respondents. The interview
schedule was administered to the participants one time, but if it were to be administered
at another point in time, the responses may be different thus lowering the threshold of
reliability. The answers given to the interviewer on a different day may reflect the
different life circumstances of the respondent and may not be the same as the last time the
respondent was interviewed. The validity in a qualitative study is high.
Protection of Human Subjects
The subjects used in this research were informed that participating in the study is
completely voluntary and each individual was told he or she could withdraw consent at
any time during the interview or research process. The subject was informed that the
researcher would keep all notes and collected data confidential.
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The subject could notbe guaranteed anonymitybecause the size of the sample is
so small, but the researchermade every effort to maintain the anonymity of the subject.
The person's identifying information was changed or removed from the data as the data
was compiled to protect the identity of the subject. Each participant was informed he or
she may experience negative feelings, painful memories, or thoughts during the interview
process. If this occurred, the participant was directed to community assistance agencies:
the Acute Psychiatric Services at Hennepin County Medical Center (HCMC) or the Crisis
Connection to obtain counseling or other assistance. The participants in this research
were asked to sign a consent form prior to the interview. The consent form was fully
explained to each individual prior to implementation of the research. The consent form
outlined the above information in addition to the risks/benefits of participation, and what
will happen in the study. Each participant was given a copy of the consent form to keep
for their records.
Data Collection
Each subject participated in a structured interview with the researcher (refer to the
interview schedule; appendix A). The interview was conducted in March of 2004 at a
local drop-in center for people with mental illness. The original plan for the research was
to meet each person at a neutral location but there was a bus strike in the Twin Cities
Metro area at the time of the data collection. Most of the individuals who participated in
the drop-in center did not have any transportation other than to and from the drop-in
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center which was provided for them by the staff at the center. Thus the research was
conducted at the center.
The researcher recorded each person's answers directly onto the interview
questionnaire form. There was one form completed for each participant. The answers on
the questionnaire forms were transcribed by the researcher so the data could be analyzed.
While the respondent answered the questions, the interviewer decided whether or not the
probes listed on the interview sshedule were needed to elicit a greater response from the
participant. These probes were only used to clariff the questions for the respondent or to




Characteristics of the Population
The individuals who were included in this study were adults. This was not a
specific question so the actual ages of each participant is not known. There were no
parameters set as far as race or cultural background. Participants were either male or
female. Neither characteristic was limit*d i; the study sample. Each individual had a
SPMI as defined in the DSM fV. The study limited the SPMI to major depression,
bipolar disorder, schizoaffective disorder or schizophrenia. Only one person was turned
down for participation in the study. This individual dirl not meet the identified SPMI
criteria and was excluded from participation in the research. Each person's mental illness
had heen diagnosed by a medical doctor or psychiatrist and the individual may or may
not currently be on medication for the mental illness. Most of the participants also
identified the medications they were using. This information was not recorded.
The individuals served at the drop-in center have all been screened by the staff
and are all diagnosed with a mental illness but may have other illnesses than were
identified in this research. In order to participate in the activities and services offered at
the drop-in center, become a member, each individual must have a mental health
professional state he or she has a mental illness. The researcher reviewed, with each
participant, what the criteria forparticipation in the studywas and if the participant met
these criteria. The researcher did not specifically ask the participants which illness they
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had but all twelve in the study identified which specific illness he or she had. These
data were recorded.
The individuals in the study were currently residing in one of the following types
of housing: a family home, an apartment by themselves or with a roommate(s), a board
and lodge facility, a board and care facility or a rule 36 group home with 24 hour staffing.
The study participants all lived within the Hennepin County area. Again, the members of
the drop-in center must be a Hennepin County resident to attend the drop-in center.
Individuals may or may not have case management services from Hennepin County.
Univariate analysis was used to describe each participants SPMI and gender of the
participants. The researcher looked for patterns that emerged from the response set.
Tables of comparison were used in the data reporting. The data was compared and
contrasted to identify common characteristics, themes and to identify the events causing
the barriers in maintaining stable housing for the group of individuals interviewed. The
units of analysis for this research were the interviewed individuals who have serious and
persistent mental illness.
Quantitative Results
The interview questionnaire contained both quantitative and qualitative
information. There were seven closed-ended questions and four open-ended ones. The
quantitative results were taken as raw data from the questions and put into tables to show
the results. The number ofparticipants was 12 (n:72). Four of the twelve participants
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identified themselves as having bipolar disorder, five as having schizophrenia, and three
as having schizoaffective disorder. This question was not asked of the participants but all
twelve readily gave this information to the researcher.
The results showed there were eight individuals living independently and four
living in supportive situations (see Table 1). In Table 2 there were seven individuals who
lived in their housing for at least two years and of those individuals, five wanted to
continue living in their current situation for the next two years or more. These
individuals appear to be in stable housing. Four individuals wanted to live in their
current housing only one year and then either move to more independent settings or to a
bigger place to live.
Finding housing was described in Table 3. The results were that six individuals
thought the tlpe of housing was not difficult to find and six felt it was difficult to find.
Nine of the individuals had assistance from others to find their current housing. Only
three study participants found their housing on their own (Table a). Table 5 shows that
10 individuals preferred to live in independent housing and the other two individuals
wanted to live in housing where they would have only one roommate but still not in any
tlpe of a group home"
Table 1. Current Living Situation
House Apartment Board & Care Parent's home
Where are you currently living? 1 7 2 2
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Table 2. Length of Stay in Housing
Table 3. Difficulty Finding Housing
Table 4. Support to Find Housing
Table 5. Housing Preferences
1 yr- 2 yrs. 3 yrs. 4 yrs. Over five yrs.
How long have you lived there? 4 1 2 1 4
How long do you plan on living
there?
4 2 0 Z 4
Yes No
Was it difficult to find this type of housing?
Total 6
6
Staff SW Family/friends Therapist No one
Who helped you find this housing? 4 2 2 I .)J
Own Home Apt/Condo Duplex Shared housing
What tlpe of housing would you
choose?
1 B 1 2
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Waiting list -------------- 3
Lost independence ------ 2
Finances or bad credit-- I
In question number nine, "Have you lived anywhere else in the past two years?",
nine of the participants answered they had not. Only three participants answered this
question. Two were currently living in a Rul e 36 group home program and one had been
staying in a friend's home.
Content Analysis
There were four open-ended questions on the interview. These questions were
about the quality of the housing the participant was currently in and what kind of housing
and services the individual wanted in the future. The answers to these questions, raw
data, were compiled and grouped by category. The participants were not asked fopr
permission to use quotes in the consent process so direct quotes were not used in the
study. From these categories, themes emerged. The three themes that emerged were
assistance (from others), aesthetics of the housing, and independence.
Assistance from Others
Many of the participants indicated they really liked where they were currently
living because of the assistance from others. The services offered in the setting(s)
included organized activities, personal support from others, and meals prepared for the
participant(s). Sharing the chores and not having to do it all alone was another positive
indicated by the participants. The participants also indicated some negative aspects of
assistance from others. Some felt they wanted more assistance from others in the home
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including more opportunity for group activities. Some of the participants indicated they
have felt demeaned by the caregivers at times while receiving assistance.
Another question was, "If you could change anything about where you are
currently living, what would it be?" When participants responded to an earlier question
regarding what they liked most and least about the place they were currently living,
they thought assistance from others was important but they also had one additional
answer. This was to have better screening of tenants in the building. This arlswer was
given because the building where the participant lived housed several individuals who
were suspected by this participant of selling drugs and having too many questionable
visitors.
Independence
A second theme identified was that of independence. Privacy and having space
of one's own was given several times. One respondent was hesitant to answer this
question. This person thought everyone in the community, where the housing was
located, knew what kind of housing this was and knew who lived there. It was felt that
there was a stigma attached to the housing and everyone who lived there. This individual
thought this was both good and bad. It was almost comforting to the individual that the
community members knew about this housing so that there was a sense of caring and
monitoring of sorts from the communitymembers. The individual was curious to know
if another tlpe of housing would be better where none of the community members knew
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the disability and there would be no stigma attached to the building. Moving to another
place was, for this individual, both exciting but scary at the same time.
Independence was very important to the participants in this study. Some of the
individuals wanted more and some less. Many of the participants said they wanted more
independence but did indicate they may not yet be ready for this tlpe of living situation.
Some participants said th*y would be too lonely if they lived alone. This was followed
by the caveat that the individual did want to live with fewer people, maybe one or fwo
roommates. Several participants also indicated it would be nice if they were no longer
monitored by others thus giving them more freedom to come and go from the housing as
they wished.
Athirdopen-ended,twopartquestionwaS,,.Whydidyouleave-(themost
recent place you lived within the past two years)? What would you have changed about
_?" More assistance from others was the most common answer. Several
individuals had been in independent housing and needed to move to a place with more
assistance from others because of health reasons. A bigger apartment enticed another
participant. This individual moved from an efficiency apartment to a one-bedroom
apartment. The remaining answers included moving to increase independence. This
question was answered only by five participants because the other seven participants had
lived in their housing for more than two years making the question irrelevant to them.
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Aesthetics of the Housing
The aesthetics of the residence was another theme identified in the research.
Many participants thought the place where they lived was nice and had positive things to
say but some wanted to change various things. Some said where they lived was too small
while others said it was too big and did not have enough privacy. Some thought there
should be more amenities such as washers and dryers, a pool, more bathrooms, and
living in a place that was in a lower crime area. Many low-income housing units and
housing targeting individuals with mental illness are located in the downtown areas of
large cities. Some participants indicated the place where they are currently living needed
updating and has cockroaches.
The final question was, "If you could design the perfect place to live, what would
it look like? Explain." Again the responses fell into three themed categories: assistance,
aesthetics and independence. The respondents wanted people to assist them with
household chores, medication management and personal cares. Some wanted live-in staff
or family members and others wanted assistance they could access in the cornmunity or
to come to their new home. Many wanted very large places to live such as castles and
mansions with amenities: a pool, hot-tub, tennis court, etc. Some were more realistic
wanting a condo or duplex but most wanted to live in a safe neighborhood. Independence
again was very important. Privacy was a reason many wanted such a large place to live.





The question this research focused on was what are the factors affecting the
abilities of individuals with serious and persistent mental illness (SPMI) to find and
maintain stable housing? This is exploratory research and defines both mental illness
and homelessness- It identified some of the causes of homelessness in people who are
mentally ill, barriers to stable housing as identified in the literature, legislation and
programming proposed and implemented to assist this population, and gaps in the current
literature. This study fuither identified the barriers preventing individuals with SPMI
from maintaining stable housing from their own self report.
Discussion
This study, based on the participant's self-report, found there were several
barriers to finding and maintaining housing identified. One identified ba:rier is the lack
of independent housing options for individuals with mental illness. There is not enough
affordable housing available in Hennepin County and across the state of Mirrnesota to
meet the needs of these individuals. Another finding was that services such as personal
care, medication management and other assistive services are often not available to
people in independent housing. If services were available to these individuals, they may
be able to maintain their housing for longer periods of time.
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The instability of a person's illness is another reason theymay not be able to
remain in housing. Some of the participants in the study had to move to a higher level of
care because their illness was not managed well. If these individuals had services paired
with their independent housing choices, they may not have decompensated to the point
they had to move to a higher level of care.
Theoretical framework
Individuals who experience difficulty with housing will have the systems in their
lives disrupted on many levels. This is a basic part of systems theory. If the individual
does not have a place to live, he or she will also have difficulty accessing employment,
food, clothing and many other basic needs. The individual cannot maintain the
equilibrium in all the systems of his or her life. This study showed how important it is
for individuals to have stable housing and how integral stable housing is for their well
being and for stable mental health. Often individuals who do not have stable housing are
not able to maintain their mental health thus upsetting the equilibrium of their life system.
The equilibrium of aperson's life is so delicate that when one system is upset, the
other systems in a person's life are also upset. The study showed that two individuals
lost independence and the ability to maintain housing because their mental health
destabilized and they had to move from a lesser restrictive environment to a more
restrictive one. The system intemrption as a result of destabilization also caused
problems in another system in these individuals life: housing. Three individuals also
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mentioned they had financial problems as a result of their destabilizationwhile
attempting to maintain their housing. Almost all the participants talked about wanting
services paired with their housing. If these individuals had more support services paired
with their housing there may have been a possibility they would not have had such a
disruption of the systems of their life.
Limitations of the study
There were many limitations with this research. The biggest one \ryas a strike by
the transit workers in the Twin Cities. Participants were interviewed at the drop-in center
two weeks into the strike. This strike affected which individuals were able to attend the
drop-in center the day the interviews were conducted. Many of the individuals at the
center are dependent on public transportation and were not able to get to the center. The
staff at the drop-in center had pre-arranged a pick-up route at the inception of the strike.
The staff picked individuals up at various public housing buildings in the area. This
limited the individuals who participated in the study to those who lived in the buildings
(i.e. already were living in subsidized apartments) or could get to the buildings to get a
ride to the center.
There were two other supervised facilities that brought the residents of these
facilities to the center for the congregate dining meal. This was also pre-arranged as a
result of the transit strike. This was scheduled to happen several times each week until
the end ofthe strike. The individuals were picked-up againby the staff at the facilities
after the noon meal.
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Another limitation was the availability, to the members of the drop-in, of two
housing specialists. These staff members are very experienced in the area of housing,
especially public housing, and assisting people to find apartments to live in. The vast
majority of their job is to assist individuals to get on the rather lengthypublic housing
waiting list(s). If you are not amember of the drop-in center you do not have access to
the services of these individuals. In the Twin Cities, each community has its own
housing program and individuals must apply to each one separately to be on the waiting
list in that community. The individual may be on a waiting list for up to eight years for a
Section 8 voucher and could be on a waiting list for one to three years for a project-based
apartment.
A final limitation to this research was that of where the study site was located.
There are a number of drop-in centers in Hennepin County but the other six centers are
located in more suburban cities. Marry of the individuals who attend these centers are
more independent and may have cars to drive to the centers and are most likely living in
independent living situations already. This study was not a representative sample of the
demographics of the Hennepin County area and cannot be generalized to the greater
county or state.
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Recommendations for Further Program Development
There needs to be more viable service options available for individuals with
mental illness. Service options such as personal care attendants, medication management
and chore assistance should be readily available to these individuals- These options
should be-paired with the options for housing. Many individuals would remain more
stable in their homes and be able to maintain housing for longer periods of time. The
services available to individuals in supportive housing should also be available to those in
independent living. Funding is a great difflrculty in this area and funding sources need to
be sought or developed for this tlpe of program.
Independent living is a very attrastive choice for individuals with mental illness
and should be more accessible to individuals with mental illness. Often individuals are
ready to try independent living and they are not able to do so because of long waiting lists
in affordable housing. States and counties should work on developing independent
housing choices that are readily available to individuals as they are able to move towards
independence. This should be a programmatic focus for agencies who serve this
population.
Focusing more on assisting individuals with their housing searches is another
programmatic recommendation. Individuals with a disability need additional assistance
to find affordable housing. Specialists in this type of search should be available to assist
in the initial search and follow the individual throughout the entire process. To access
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low-income housing in the State of Minnesota, individuals would need to get their names
on a Section 8 waiting list or for project based Section I housing. Project based is where
each building has low-income units available but this funding stays with the building. If
the individual moves out of this type of housing, he or she will lose this funding. These
specialists could have a relationship with the local housing authorities to assure the
process continues without any difficulties.
Recommendations for Further Research
Much of the research focused on assistance and housing options for males but not
specifically for females. Often studies, especially with the homeless population, is
focused on the needs of males. The males represent a largerportion of the homeless
population. A1most half of this population had some type ofmental illness. No research
was found that focused on specific assistance in finding housing or services for single
women.
Another area for further research is on participant choice in service delivery. I
found only two studies that specifically looked at the impact client choice had on
outcomes (Rosenheck et al, 1998; Geiz,2003). It seems from this research that client
choice is definitely linked to maintaining both stable housing and stable mental health.
Choice of where a person lives along with what services the person gets in that type of
living situation is linked to positive outcomes.
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A third area of research that was not found is looking at the cost of providing
services to individuals with mental illness on a crisis or emergency basis. There were
several studies that mentioned the cost of providing these services and that prevention is
often a better way to manage crises but there have not been any studies looking at
different more cost effective ways of providing crisis response services.
Implications for Social Work Practice
As social workers, housing is an integral need in a person's life whether or not a
person has a disability. A large portion of a social worker's efforts, in direct service with
clients, will always be assisting individuals with finding or maintaining housing. With
recent Federal budget and funding cuts, county and state agencies are eliminating
programs and streamlining other services to target just those clients who are the most
needy and meet strict needs based criteria. The problem with needs-based services, for
individuals with mental illness, is that the nature of mental illness changes throughout a
person's life. The illness can get worse or better regardless of whether the illness is
controlled with medications. People with mental illness will need varying levels of
support throughout their life and will need the social support of assistance agencies many
times throughout their life.
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lnstructions: Explain the purpose of the study to the respondent. Have the respondent
read and sign the consent form prior to starting the interview. Use the same questions for
each interview. Use the probes listed for each question if the respondent cannot answer
the question or if more information is needed to clarify the answer to the question.
Interview Schedule
1) Where are you currently living? What kind of a place is that? (Probe: e.g. apt.lhome,
board and care, board and lodge, group home, etc.)?
2) How long have you lived there?
3) What do you like most about living there? What do you like the least?
4) If you could change anything about where you are currently living, what would it be?
5) How long do you plan on living there?
6) Was it difficult to find this type of housing? Why?
7) Did anyone help you find this place to live? (Probe: Family member, case manager,
social worker, ftiend, etc. 2"d Probe: If person mentions a social worker, what is the
relationship with the social worker?).
8) If you could live in any type of housing, what tlpe would you choose? ( Probe: Give
examples of types of housing from least restrictive to most restrictive. E.g.
apt.lhome, board and lodge, board and care, rule 36 or nursing home). Why?
9) Have you lived anywhere else in the past two years? Where? (list all places and
types of places the person has lived).
10) Why did you leave "_ (use place listed in #9 and ask about how the
individual left each place)? What would you have changed about ? (again
use the name of the place(s) listed in #9).




I lr{eed an extra $ 10.00
. Have 30 - 45 minutes to spare?
. Have you been diagnosed with Schizophrenia,
Schizo-affective disorder or Bipolar Disorder?
o Have you lived in housing other than your
own home or apartment? (e.g. a board and
lodge, group home or nursing horne).
o Participants are needed to complete a30-45
minute interview asking questions about your
experiences with housirrg. The first 5-10
qualified individuals to respond will be chosen
for this sfudy. If you are interested, please call
Leslie Moore at 348-8508. Leave your name
and a phone number so I can contact you to
discuss the sfudy.
. This study is being completed as part of a
Masters of Social Work through Augsburg
College. (If I have worked with you while I
worked at HCMC or through Hennepin





The Quest for Housing
You are invited to be in a research study about your experiehces when living in certain
tlpes of housing within the mental health system. You were selected as aparticipant
because you responded to a flyer posted at Community Support
program and have met the requirements to participate in the study. I ask that you read
this form and ask any questions you may have before agreeing to be in the study. This
study is being conducted by me, Leslie Moore, as part of a master's research thesis in
Social Work at Augsburg College in Minneapolis, MN. My thesis advisor is Professor
Sharon Patten.
Background Information :
The purpose of this study is to explore the experiences of people with mental illness,
specifically in the area of housing. The information gathered will be used to offer
possible improvements to the current mental health housing and support system to make
the system more consumer driven and to match the actual needs of the people using and
accessing the system.
Procedures:
If you agree to be in this study, you will be asked to respond to a series of questions from
the researcher. The researcher is asking the same questions of all the participants. You
will need to meet with the researcher one time unless the interview is not completed
during the first meeting.
Risks and Benefits of Being in the Study:
The studv has several risks:
l) While answering the interview questions, it is possible for you to have unpleasant
memories of places you lived or stayed. If this happens, the interviewer will ask if
you are able to or want to continue the interview or if you need to resehedule the
interview to a later time/date. You will be given the option to terminate the interview
if unable to complete it. The researcher will terminate the interview if it appears you
are not able to proceed. You will be given referral information for the Hennepin
County Acute Psychiatric Services for evaluation if unable to proceed with the
interview.
Referral information: If the participant needs follow-up assistance during or after the
interview (if a person is seen in this facility, the cost of care will be the responsibility of
the participant or the participant's insurance company);
Hennepin County Acute Psychiatric Services
701 Park Avenue South, Minneapolis, MN 55415
Phone: 612-873-3161
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2) Based on your answers to any of the interview questions, you maybe afraid of
individuals living or working in places you may have lived before. No one from any
of the places you mention will be contacted nor will they have any access to the
specific information you provide during the study.
The direct benefits to participation are:
1) A gift of $10.00 will be given to the participant prior to beginning the interview. This
gift is given to the participant to compensate you for agreeing to participate in the
study.
2) The information you provide will assist the researcher in proposing new andlor
revised mental health programming to enhance community living.
Confidentiality:
The notes from the interview will be kept private. The raw data may be shared with my
thesis advisor, Professor Sharon Patten, while writing my thesis. In any report I write or
publish, no information will be included that may identify you. I can guarantee to keep
your answers to questions confidential but due to the small number of people in the study,
I cannot guarantee anonymity. The researcher will make every effort to assure
anonymity but cannot guarantee this due to the small sample size in the study. Research
records will be kept in a locked file and only the researcher and the thesis advisor will
have access to the records.
(a) Raw data will be retained but all identifying information will be removed by
313U2004.
(b) Raw data will be destroyed by 513112004.
Voluntary nature of the study:
Your decision whether or not to participate will not affect your current or future relations
with the researcher of the College. If you do decide to participate, you are free to
withdraw from the study at any time without affecting those relationships. During the
interview, you may skip a question if needed and you will still be part of the study. You
may stop the interview at any time.
Contacts and Questions:
The researcher conducting this study is Leslie Moore. You may ask any questions you
have now. If you have questions later you may contact me at 612-348-8508. You may
contact my Thesis Advisor Professor Sharon Patten in the Social Work Department of
Augsburg Colleg e: 672-33 0- 1 723 . You will be given a copy of this form to keep for your
records.
Statement of Consent:
I have read the above information (or have had it read to me) and I have been given the
opportunity to ask questions and receive answers to them. I consent to participate in the
study.
Signature: Date
Signature of the researcher:
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